Objective-To examine the psychological impact of surgical accidents and assess the adequacy of explanations given to the patients involved. Design-Postal questionnaire survey. Setting-Subjects were selected from files held at Action for Victims of Medical Accidents. Patients-154 surgical patients who had been injured by their treatment, who considered that their treatment had fallen below acceptable standards. Main measures-Adequacy of explanations given to patients and responses to standard questionnaires assessing pain, distress, psychiatric morbidity, and psychosocial adjustment (general health questionnaire, impact of events scale, McGill pain questionnaire, and psychosocial adjustment to illness scale). Results-101 patients completed the questionnaires (69 women, 32 men; mean age 44 (median 41.5) years. Mean scores on the questionnaires indicated that these injured patients were more distressed than people who had suffered serious accidents or bereavements; their levels of pain were comparable, over a year after surgery, to untreated postoperative pain; and their psychosocial adjustment was considerably worse than in patients with serious illnesses. They were extremely unsatisfied with the explanations given about their accident, which they perceived as lacking in information, unclear, inaccurate, and given unsympathetically. Poor explanations were associated with higher levels of disturbing memories and poorer adjustment. Conclusions-Surgical accidents have a major adverse psychological impact on patients, and poor communication after the accident may increase patients' distress.
Introduction
The Harvard medical practice study found that 3/7% of patients admitted to hospitals in New York state sustained some kind of injury during treatment.' Nearly half these adverse events were associated with an operation.
Little is known about the effects on the patients involved,2 although there is widespread concern about the litigation that may follow such injuries. In fact, only about 12% of injuries due to negligence lead to litigation in the United States,' and in Britain the figure is probably lower.
Research on the effects of accidents of other kinds suggests that the psychological effects of an injury may be sustained and severe.' ' In cases where the victim of an accident is not to blame, such as a medical accident, the psychological trauma may be heightened.5 Once an accident has occurred remedial medical treatment will be instituted. However, if the effects of an accident are to be minimised the psychological needs of the patient may need to be addressed. Patients may be very distressed and will probably want to know exactly how their injury occurred. Many studies have shown that patients are generally dissatisfied with the information they receive in the course of ordinary treatment.6 In some cases patients seem to have difficulty in obtaining a clear explanation.
Action for Victims of Medical Accidents (AVMA) is an organisation which provides support and advice for patients injured during their treatment and works to improve the care given to them. It also campaigns for more research into the causes of accidents, for an improved system of compensation, and for health service staff to be more accountable to their patients. Its research has suggested that a poor or incomplete explanation after an injury during treatment increases patients' distress and that many patients turn to litigation primarily because they failed to The McGill pain questionnaire (short form), in which pain is rated on 15 separate pain descriptions and summed to produce scores for both the intensity of pain and the distress it causes,"1 and the psychosocial adjustment to illness scale were also used. This psychosocial scale is a wide ranging measure that assesses several aspects of a person's adjustment to their illness or disability.'2 The categories concern attitudes to health care, effect on studies or work, effect on home life, sexual relationships, family relationships, social life, and psychological distress. The scale was adapted in this study to refer to the effect of the surgical treatment on the patients' life; patients were asked to distinguish this effect from the effects of pre-existing illness.
Results

PATIENT CHARACTERISTICS
The sample included 69 women and 32 men. Their mean age was 44 (median 41-5) years (range 19 to 87 years). Sixty four were married, 19 were single, and the remainder widowed or divorced. About two thirds of the patients therefore had some support at home. Twenty seven patients were still in full time employment, 15 were employed part time, and the remainder were unemployed. Eighty were treated in the NHS, 19 privately, and two did not stipulate their place of treatment. All had considered litigation, and 54 had decided to proceed. The most common reason for not proceeding was cost.
NATURE OF INJURY OR TRAUMA
The medical records of these patients were not available, but each patient provided a brief description of the injury they had sustained; table 1 summarises these injuries, and the box gives anonymised examples.
In many cases the exact nature of the damage was not clear, though the descriptions of pain were usually extremely vivid. These have been classified as "increased pain," without more definite medical information; obviously many of these cases may have involved injuries or perforations. The average time between the injury or incident and the completion of the questionnaires was 16 months.
EFFECT ON PATIENT S LIFE
In 30 patients the main effect was physical (primarily increased pain or decreased Quality of postoperative explanation -Eighty two patients were dissatisfied or very dissatisfied with the amount of information they were given; 67 were dissatisfied with its clarity, 63 with its accuracy (as they perceived it), and 63 thought it was given unsympathetically. Forty four patients given explanations reported that they had no opportunity to ask questions.
RELATION BETWEEN ADEQUACY OF EXPLANATION AND ADJUSTMENT
Significant negative correlations were found between all ratings of the adequacy of postoperative explanation and the intrusion scale, a poor explanation being associated with a higher incidence of disturbing memories over a year later. Significant negative correlations were also found between all ratings of postoperative explanation and three of the subscales of the psychosocial adjustment to illness scale, those relating to attitudes to illness, ability to work, and social life. Believing that an injury is unexplained seems to be particularly related to a reduced ability to function adequately outside the home. Table 4 shows the principal significant relations.
The relation between explanation and measures of distress and adjustment may simply indicate an overall negative response or bias against doctors. However, there were no significant correlations between any of the distress and adjustment measures and the extent to which patients thought the incident was avoidable, whether they blamed doctors or nurses, and whether they thought the incident could have been prevented, suggest- ing that the relation between distress and adequacy of explanation is not simply a function of an overall negative attitude to doctors.
The level of pain might also mediate the relation between explanation and distress. Pain obviously increases distress and might affect either the memory of the explanation or the way in which it was perceived. However, stepwise regression analyses with severity of pain as the first independent variable disclosed that it had little effect on the relation between adequacy of explanation and distress.
Discussion
The patients in this study who considered that they had been injured by their surgical treatment were profoundly distressed over a year after treatment. Their levels of distress were considerably higher than those for people who have experienced bereavements or serious accidents, and their psychosocial adjustment was considerably worse than that of patients with serious illnesses.
Explanations given to these patients were perceived by them as extremely unsatisfactory. Over three quarters reported that they had not been given a clear explanation of the treatment they were to have and its attendant risks. In some cases the doctors concerned may have given an explanation, but the patients either did not understand it or did not appreciate the risks. Explanations of the injuries were perceived as lacking in information, unclear, inaccurate, and given unsympathetically.
Given the lack of clarity, it is particularly alarming that almost half (44%) the patients who received explanations reported that they Table 4 had no opportunity to ask questions. Poor explanations after the injury were associated with higher distress over one year later. It might be argued that patients who are very dissatisfied with their treatment are simply those with neurotic or difficult personalities who complain routinely and arouse antagonism. In some cases this is no doubt true, but we do not believe that it is an adequate explanation of our findings. We know that medical accidents are not rare, and there is no prima facie reason to doubt these accounts. Certainly, many of these patients would have had pre-existing illness, and this has undoubtedly contributed to their distress. However, indices of distress and adjustment were still appreciably higher than in patients with severe, even life threatening illness. It could be argued that these patients might be exaggerating their symptoms in the hope of obtaining compensation. However it was made absolutely clear to those taking part that their replies would have no bearing on any case in which they were involved. There was also no difference in the levels of distress between patients who had decided not to proceed with litigation and those who had. We believe that most of these patients have genuine grievances and are very much in need of help.
Assessment of the patients' views of the explanations they received after surgery suggests that the way the trauma was handled afterwards may increase distress. Adequacy of explanation was significantly correlated with the degree of intrusive memories and several indices of poor adjustment, which could not be explained by an overall negative attitude to doctors or by pain levels. The association between distress and adequacy of explanation is important, but care must be taken in its interpretation. Lack of a clear and sympathetic explanation may well increase distress. Alternatively, subsequent distress and anger might bias or impair the patient's recollection of the explanation they were given. The findings show at the very least that a clear explanation is seen as extremely important by injured patients and that they are extremely dissatisfied with the explanations they received. Patients who had decided to proceed with litigation were more dissatisfied than those who were not proceeding, which may indicate that some patients do sue primarily to get a satisfactory explanation. The Patients who sustain injuries of this severity during their treatment are of course rare. Our study is small and many different kinds of injuries were sustained. Nevertheless, we believe that the results have definite clinical implications both for handling patients who are seriously injured during their treatment and for dealing with lesser injuries, minor grievances, and dissatisfaction. The central point is that when an incident has occurred poor communication, perhaps in an honest attempt to smooth things over, compounds the problem. Poor communication seems to distress the patient still more, may make litigation more likely, and reduces the patient's trust in doctors and other health professionals. This in turn may lead them to avoid having further treatment, which in most cases they very much need.
We suggest that all patients injured during their treatment need a thorough and clear account from a senior doctor of what exactly happened. They need to have time to reflect on what is said and to be able to return and ask further questions. This in itself may reduce their distress considerably. In many cases they will be anxious or depressed and have various psychological and social problems. Some are likely to need formal psychological or psychiatric treatment. In some cases staff involved in a serious accident, who may blame themselves for what has occurred, may also benefit from some supportive counselling. Looking more widely, we suggest that medical staff find it very difficult to continue to be supportive to a patient who has been injured by treatment that was meant to help them. When faced with an angry or grieving person the natural tendency is to withdraw, as many of these patients reported. Training in communication skills both pre-qualification and in postqualification training needs to incorporate training in helping dissatisfied, angry, and distressed patients. In the case of accidents this may mean better long term outcome, less future demand for health services, and reduced litigation. At an institutional level it would be wise for health authorities to draw up a code of practice for dealing with injured patients, not simply to reduce the costs of any future legal action but to help the patients involved and so reduce the need for legal action. Many of these patients are not primarily interested in compensation. They are seeking an explanation, an acknowledgement that something has gone wrong, help for themselves, and an assurance that some action will be taken to prevent other patients suffering in the future.
